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Abstract Social support was shown to be an important
factor buffering negative effects of stress in a range of
clinical populations. Little is known, however, about the
role of social support in the population of patients with
psoriasis although strong psychosocial stress has been
implicated in this disease. The objective of this study was
to evaluate the association between social support and
selected indices of adaptation to life with the disease,
including health-related quality of life, depressive symp-
toms and acceptance of life with the disease, in a sample of
patients with psoriasis. Additionally, gender differences in
these relationships were analyzed. One-hundred-four
patients with psoriasis completed psychological tests
measuring disease-related social support, health-related
quality of life, depressive symptoms and acceptance of life
with the disease. Psoriasis severity was assessed by Pso-
riasis Area and Severity Index. The patients reporting
higher social support levels had significantly higher quality
of life, lower depression levels, and higher acceptance of
life with the disease. The strengths of these effects, how-
ever, were different in women and men. Higher social
support was slightly more closely associated with better
acceptance of life with the disease in men than in women.
However, higher social support was more closely associ-
ated to lower depression and better quality of life in women
than in men. Among different types of social support,
tangible support was found to be the best predictor for the
all adaptation indices. Effects of social support perceived
by psoriasis patients on adaptation to the disease may be
gender-related and exact pathways of these effects may
depend on the type on the dimension of social support and
the selected type of adaptation indicator. Tangible support
seems the most important type of support contributing to
better adaptation in both women and men with psoriasis.
Keywords Social support  Quality of life  Psoriasis 
Adaptation to disease  Depressive symptoms  Gender
differences
Introduction
Adaptation to living with a disease is a broad term which
encompasses a range of phenomena, including quality of
life, emotional well being, good self-esteem, acceptance of
life with a disease, social participation and fulfilment of
social roles [9, 45]. In chronic diseases, such as psoriasis,
affected individuals need to develop psychological mech-
anisms enabling them to adapt to the disease in the best
way possible. Therefore, numerous studies have been
undertaken to investigate factors that determine levels of
adaptation to living with a chronic disease across a range of
medical conditions [20, 50], including psoriasis [13].
Social support is an important aspect of social relationships
which is strongly implicated in the process of adaptation to
one’s own disease [27]. Social support serves to satisfy
the person’s needs, particularly in difficult, critical
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circumstances, through the relationships with significant
persons and reference groups [7, 42, 52].
Several types of social support have been differentiated
[4, 26, 34, 48, 53]. In the context of adaptation to disease, Se˛k
and Cies´lak [43] identified five types of social supports:
instrumental, informational, tangible, emotional and spiri-
tual. Instrumental support involves provision of advice and
other indirect means enabling the person to cope more
effectively with a stressful situation. These can be, for
example, the instructions on how to cope with a given
problem, or how to behave in a situation. Informational
support is understood as provision of disease- or health-rel-
evant information for a patient. Such information can be
obtained from professional (e.g. doctors, nurses and the
scientific literature) or from non-professional sources (e.g.
other patients, superstitions) and helps the patient understand
better his/her health-related situation. Tangible support
consists in obtaining material help, for example financial aid,
or other necessary goods. Emotional support involves
evoking the feelings and emotional states in the patient
which can relieve the patient’s negative affect and through
this facilitate coping with the disease on the emotional level.
Spiritual support involves those actions of other people (e.g.
a minister, a prayer group) which help the patient to attribute
a deeper, spiritual meaning to their disease or suffering.
Globally, thus, disease-related social support is the amount
of emotional and spiritual care, tangible and instrumental
aid, and information, perceived as available for an individual
when coping with the disease [43].
In contrast to other clinical populations, strikingly few
studies investigated the role of social support in patients
with psoriasis [32, 37]. This seems odd, since social factors
have been reported as particularly essential in adaptation to
this disease. For instance, social stigma and social rejection
were shown to exert strong negative impact on psychosocial
functioning in psoriasis patients [18, 19, 22]. Additionally,
living with psoriasis was linked to high psychosocial stress,
and social domains of quality of life were reported as
remarkably strongly compromised in these patients [29].
Disruptions of social interactions, even with the close ones,
were also reported to occur due to psoriasis [1]. Therefore, it
seems plausible that provision of social support may be of
particular importance for this group of patients, which has
already been suggested by a recent study on support from
online psoriasis communities [28].
Still less is known about potential gender differences in
the links between social support and adaptation to the
disease. Gender was a rarely controlled variable in such
studies even though general social support research indi-
cated the women had wider social networks than men, had
more psychosocial resources available to them [15], and
reported higher levels of perceived social support then men
[51]. To our knowledge, no studies so far investigated
gender differences in the impact of social support on
adaptation to psoriasis.
The objective of our study was to evaluate the associ-
ations between perceived social support and selected
indices of adaptation to the disease in patients with psori-
asis. We hypothesised that social support could have
impact on such indices of adaptation as health-related
quality of life, acceptance of life with the disease and
depressive symptoms. We also undertook to investigate
gender differences in the associations between social sup-
port and the indices of adaptation to life with psoriasis.
Additionally, we controlled for the effects between psori-
asis-related clinical variables on the one hand, and social
support and other psychosocial variables on the other hand.
Materials and methods
Participants
Overall, 113 patients with psoriasis took part in the study.
The recruitment procedure involved approaching alter-
nately each consecutive male and female patient admitted
to the Dermatology Clinic, to ensure equal sex distribution
across the sample. Data from nine patients were excluded
due to a failure in completing the questionnaires or sizeable
missing data. All patients were thoroughly informed about
the goal and conditions of the participation in the study and
written informed consent for participation was obtained
from all patients. The final study sample consisted of 104
patients with psoriasis vulgaris who were hospitalised
between November 2007 and May 2008 at the Dermatol-
ogy Clinic in Lublin, Poland. Fifty-two were males and 52
were females.
Upon enrollment, information was collected for each
patient on age, gender, marital status, education, employ-
ment status, disease duration, occurrence of lesions on
readily visible versus possible to cover body areas, number
of hospitalizations, co-existence of other diseases and
residence with or without family. Severity of the illness
was estimated by means of the Psoriasis Area and Severity
Index (PASI) and percent of lesional skin. PASI is a well-
established standard measure of psoriasis severity com-
bining the severity of psoriasis symptoms (erythema,
infiltration and desquamation) and percent of lesional skin
into one numerical index [14]. The evaluation of the dis-
ease severity was always done by one researcher (G. Ch.)
to avoid inter-rater error variance.
Psychological testing
Each patient was requested to fill in a battery of psycho-
logical questionnaires. The questionnaires were distributed
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by one of three researchers (A.P., I.G. and Ł.K.) to the
patients during their stay at the ward. The researcher pro-
vided the patient with a standard instruction on how to fill
in the questionnaires. The following psychological mea-
sures were applied:
Acceptance of Life with the Disease Scale, developed
by Janowski and Steuden, is a 20-item self-report ques-
tionnaire measuring an overall level of adaptation to the
disease, understood as the ability to reconcile with the
disease and retain overall satisfaction with life in spite of
the disease burden. People who score high on this scale are
also able to distance themselves from their disease and its
symptoms. In the standardisation study, reliability of this
instrument was found to be high: Cronbach’s alpha = 0.91
and split-half reliability = 0.94. Factor analysis yielded
three factors: (1) satisfaction with life (nine items, Cron-
bach’s alpha = 0.90), (2) reconcilement with the disease
(six items, Cronbach’s alpha = 0.80) and (3) self-distanc-
ing from the disease (five items; Cronbach’s alpha = 0.69).
Respondents answer to the statements on a 4-grade scale,
ranging from 1 to 4. The total scores can theoretically
range from 20 to 80, with higher scores indicating greater
acceptance of life with the disease. The full contents of this
instrument are in the Appendix.
Disease-Related Social Support Scale, developed by
Brachowicz, Janowski and Sadowska [6], consists of 30
self-report items developed to measure perceived levels of
social support available for the patient over the period of
their being ill. The scale consists of five subscales corre-
sponding to five types of social support distinguished by
Se˛k and Cies´lak [43]: instrumental, informational, tangible,
emotional, and spiritual support. All subscales composed of
six items and have satisfactory reliabilities: (1) spiritual
support (Cronbach’s alpha = 0.87), (2) instrumental sup-
port (Cronbach’s alpha = 0.85), (3) informational support
(Cronbach’s alpha = 0.86), (4) tangible support (Cron-
bach’s alpha = 0.84) and (5) emotional support (Cron-
bach’s alpha = 0.86). The total score, indicative of the
overall perceived support, is a sum of the scores from the
subscales, with Cronbach’s alpha = 0.94 and split-half
reliability = 0.92. Respondents provided answers to the
statements on a 4-grade scale, with higher scores suggest-
ing higher levels of perceived social support. Exemplary
items are given below:
I am informed about my health state, as I need it.
There are people who teach me how to solve
problems.
There are people willing to give me financial support
when I need it.
Other people console me if I need it.
There are people who assist me with searching for
meaning of life in my disease.
Skindex-29 is a self-report questionnaire developed by
Chren et al. [8] measuring health-related quality of life in
patients with skin diseases. The instrument consists of three
subscales: physical symptoms, functioning and emotions.
The patients respond on a 5-point scale, higher scores
indicate poorer quality of life. The theoretical range of the
scores is from 29 to 145. The questionnaire had been
adapted and validated in the Polish sample with resulting
very good psychometric properties resembling those
reported for the original American version, with Cron-
bach’s reliability coefficient for the total score
alpha = 0.96. The reliability coefficients for the subscales
are as follows: physical symptoms (Cronbach’s
alpha = 0.80), functioning (Cronbach’s alpha = 0.92) and
emotions (Cronbach’s alpha = 0.93) [46]. Physical symp-
toms cover different subjective complaints related to skin,
such as burning, itching, bleeding, or pain. The functioning
scale measures the negative impact of a skin disease on
different everyday activities, including quality of sleep,
work, hobby, social relationships, closeness to others and
self-exclusion from social participation. Emotions include
subjective emotional experience of fears, depression,
worries about appearance, anger, embarrassment, frustra-
tion, humiliation and irritation.
Beck Depression Inventory (BDI): is one of the most
commonly world-wide used self-report instruments mea-
suring levels of depressive symptomatology. The inventory
consists of 21 categories of depressive symptoms, and the
subject is requested to select the response within each
category that describes best his/her mental condition. BDI
yields the scores ranging theoretically from 0 to 63, with
higher scores indicating more severe depressive symp-
tomatology. The usual threshold for detection of depression
is the score of 12 [2, 3]. Most of the researchers report
alpha coefficients higher than 0.75, the average coefficient
for psychiatric samples amounts to 0.88, and for the non-
psychiatric samples is 0.82 [41].
Statistical analyses
Descriptive statistics are presented as mean and standard
deviations (M ± SD). Smirnoff–Kolgomorov test was used
to check for normal distribution of the variables. Since the
distribution of the disease-related social support scale
scores was significantly different from the normal distri-
bution, non-parametric statistical tests were applied in
further analyses. Spearman’s rho correlations were calcu-
lated to assess associations between social support and
other psychological variables. The correlations were cal-
culated separately for men, women and for the total sam-
ple. Regression analysis was applied to explain the
participation of particular social support dimensions in
accounting for the variance in the indices of adaptation to
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the disease (acceptance of life with the disease, depressive
symptoms, and quality of life). Cluster analysis (k means
method) was used to identify the subgroups of patients
homogeneous with respect to overall adaptation to disease,
and analysis of variance was applied to compare the mean
scores on social support dimensions between the identified
subgroups. The level of statistical significance was set at
0.05.
Results
Clinical and psychological characteristics of the sample
At the time of the study, subjects were aged between 15
and 73 (M = 45.6, SD = 14.24). The disease duration
ranged from 1 month to 52 years (M = 18.68,
SD = 13.31). The scores on the PASI scale were in the
range of 7 to 43.5 and were indicative of moderate to
severe psoriasis. The mean PASI score was 24.04
(SD = 5.34). The percent of lesional skin ranged from 0.5
to 75 % (M = 30.81, SD = 14.12). The life-time number
of previous hospitalizations due to psoriasis was from 0 to
65 (M = 10.38, SD = 13.79). Skin lesions were located on
uncovered body areas (head, face, neck and hands) in 75 %
of the patients, and on body parts possible to cover with
clothes in 25 % of the patients. Eighty-nine percent of
patients reported living with family, and 11 % lived alone.
No statistically significant gender differences were
found for social support or acceptance of life with the
disease. Statistically significant differences were observed
between men and women only on depressive symptoms
(Mann–Whitney test z = -2.27, P = 0.018) and on the
emotions dimension of quality of life (Mann–Whitney test
z = -2.02, P = 0.044), where women scored significantly
higher than men, suggesting more severe depressive
symptoms and worse quality of life in the domain of
emotions.
Psoriasis severity and psychosocial variables
The clinical characteristics of psoriasis severity (the PASI
score, number of hospitalizations, percent of lesional skin
and disease duration) were found to be unrelated to
depressive symptoms (BDI score) both in the total sample
and in the samples of men and women. Similarly, no sta-
tistically significant correlations were observed between
severity of psoriasis and acceptance of life with the disease
in either sample. In the total sample, out of psoriasis
severity indices, only disease duration was significantly
negatively correlated with one dimension of social sup-
port—instrumental support (r = -0.20), P = 0.044). In
the total sample, the percent of lesional skin was correlated
with the global index of quality of life (r = 0.27,
P = 0.006), functioning (r = 0.30, P = 0.002), and emo-
tions (r = 0.23, P = 0.019), and PASI was correlated with
functioning (r = 0.27, P = 0.033). In females, disease
duration correlated with instrumental support (r = -0.30,
P = 0.030) and with physical symptoms (r = 0.28,
P = 0.045). In males, PASI was significantly related to
quality of life: global index (r = 0.32, P = 0.030), func-
tioning (r = 0.35, P = 0.016) and emotions (r = 0.34,
P = 0.020). In males, also percent of lesional skin was
correlated with the same indices of quality of life: global
index (r = 0.40, P = 0.003), functioning (r = 0.40,
P = 0.003) and emotions (r = 0.39, P = 0.005).
Social support and adaptation
to the disease—correlational analysis
The global level of perceived social support was found to
be significantly positively related to acceptance of the
disease in the whole sample, and both in men and women.
The association between these variables was slightly
stronger for men than for women. All dimensions of social
support were statistically significantly related to acceptance
of the disease, when calculated for the whole sample.
Considerable differences between men and women were
uncovered with respect to the correlations of tangible and
emotional support with acceptance of the disease: these
associations were much stronger for men (Table 1).
The global index of social support was found to be
significantly negatively related to levels of depressive
symptomatology when analyzed in the whole sample and
in the women group. This association, however, was found
statistically insignificant for men. The correlations between
particular dimensions of social support and depressive
symptoms were generally stronger for women than for men
(except for emotional support). The strongest association
was observed between tangible support and depressive
symptoms: for the total sample and both men and women.
The most noticeable differences between men and women
were found with respect to the impact of informational and
instrumental support on depression, with these links sig-
nificantly stronger for women than for men (Table 1).
The global index of social support was found to be
significantly inversely correlated with the global index of
quality of life in the whole sample, indicating that higher
levels of perceived social support tend to co-occur with
lower decrements in health-related quality of life. This
tendency was also true for women but not for men. In men,
the relationship between the global index of social support
and quality of life was statistically insignificant. The
strongest associations were observed between the dimen-
sion of tangible support and quality of life, and this was
true both for women and men, although the strength of the
424 Arch Dermatol Res (2012) 304:421–432
123
relationship was considerably greater in women. Some
interesting gender differences were also found with respect
to spiritual, informational and emotional support (Table 1).
Social support and adaptation
to the disease—regression analysis
Regression analysis was applied to identify social support
dimensions most significantly accounting for the variance
in acceptance of life with the disease, depressive symptoms
and quality of life. We carried out a series of regression
analyses separately for each index of adaptation to the
disease. In each case, we first entered gender as an inde-
pendent variable (males were coded as 0 and females as 1)
and in the second block all dimensions of social support
were entered. In this way, we could control separately for
the effects of gender and each factor of social support. The
obtained results of the regression analyses are presented in
Table 2.
The global index of acceptance of life with psoriasis was
statistically significantly accounted for only by tangible
support (approximately 19 % of explained variance).
Gender turned out to be insignificant both alone and in
combination with social support dimensions. For two
dimensions of acceptance of life with the disease: recon-
cilement with the disease and self-distancing from the
disease—the same finding was obtained, namely, in both
cases only tangible support but not gender was found to be
statistically significant. In the case of satisfaction with life,
the percent of explained variance was higher (approxi-
mately 28 %) and two dimensions of social support
reached statistical significance, namely tangible support
and informational support. Tangible support was found to
be associated with the global score of acceptance of life
with the disease positively, and similarly, informational
support was positively linked to satisfaction with life,
which means that higher levels of perceived tangible and
informational support are predictor of better acceptance of
life with the disease (Table 2).
Regression analysis for depressive symptoms revealed
that both gender and tangible support were statistically
significant in accounting for the variance of this variable
and they explained together 23 % of variance. The analysis
revealed that the female gender was predictive of higher
depressive symptoms whereas higher tangible support
levels were related to lower depressive symptoms. Other
social support dimensions did not reach the statistical sig-
nificance level.
Table 1 Spearman’s rho correlations between social support, and acceptance of the disease and depressive symptoms
Social support
dimensions










Global support Total 0.40*** -0.36*** -0.32*** -0.28** -0.33*** -0.26**
Men 0.46*** -0.24 -0.26 -0.34* -0.24 -0.19
Women 0.35** -0.48*** -0.37** -0.23 -0.40** -0.32*
Spiritual support Total 0.33*** -0.30** -0.25* -0.21* -0.28** -0.19
Men 0.37** -0.27 -0.28* -0.31* -0.31* -0.16
Women 0.27* -0.30* -0.19 -0.07 -0.22 -0.17
Instrumental support Total 0.32*** -0.28** -0.26** -0.22* -0.27** -0.18
Men 0.32* -0.17 -0.20 -0.31* -0.16 -0.11
Women 0.34* -0.39** -0.33* -0.14 -0.38** -0.26
Informational support Total 0.27** -0.24* -0.17 -0.15 -0.15 -0.17
Men 0.26 -0.08 -0.01 -0.13 0.04 -0.03
Women 0.28* -0.42** -0.35** -0.25 -0.35* -0.30*
Tangible support Total 0.44*** -0.45*** -0.42*** -0.36*** -0.39*** -0.38***
Men 0.57*** -0.38** -0.33* -0.32* -0.29* -0.32*
Women 0.30* -0.50*** -0.47*** -0.37** -0.45*** -0.44***
Emotional support Total 0.32*** -0.28** -0.25** -0.22* -0.28** -0.18
Men 0.40** -0.28* -0.28* -0.30* -0.26 -0.20
Women 0.25 -0.26 -0.24 -0.14 -0.29* -0.16
* P B 0.05
** P B 0.01
*** P B 0.001
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Regression analysis for quality of life indicated that
tangible support was the only support factor significantly
accounting for the variance in all indices of quality of life
(the global score, physical symptoms, functioning and
emotions). For the global quality of life score, the regres-
sion model accounted for approximately 19 % of the var-
iance. In the quality of life domain of emotions, gender was
found as a second independent variable significantly con-
tributing to the variance in this variable (approximately
20 % of explained variance). For the domains of physical
symptoms and functioning, tangible support was the only
variable contributing significantly to the variance. Higher
scores on the quality of life scale (lower quality of life)
were associated with lower tangible support, and in the
case of emotions, female gender was related to lower
quality of life (Table 2).
Social support and adaptation to the disease—cluster
analysis
In the next step of the analysis, we proceeded to distinguish
the subgroups of psoriasis patients differing with respect to
their overall adaptation, taking into account simultaneously
all three indices of adaptation. We applied hierarchical
cluster analysis (the k means method) on the global scores
from Acceptance of Life with the Disease Scale
(acceptance), Beck Depression Inventory (depressive
symptoms) and Skindex (quality of life). As a result, we
obtained three different subgroups of patients which we
labelled adapted (N = 26), moderately adapted (N = 43)
and maladapted N = 35). The mean profiles for the sub-
groups are presented in Fig. 1. Before entering the data into
cluster analysis, we linearly transformed the scores on the
three scales into standardised z scores, to enable their direct
comparison.
The adapted group was characterised by the highest
scores on acceptance of life with the disease, lowest on
depressive symptoms and had highest levels of quality of
life (low scores on Skindex indicate high quality of life).
The moderately adapted group showed average levels of
both acceptance of life with the disease, depressive
symptoms and quality of life. The maladapted group scored
lowest on acceptance of life with the disease, highest on
depressive symptoms and revealed the lowest levels of
quality of life (high scores on Skindex).
The identified subgroups were then compared on their
reported levels of social support dimensions (Table 3).
Analysis of variance evidenced statistically significant
differences between the compared groups for all dimen-
sions of social support, with an exception for emotional
support where only a statistical trend was observed
(P = 0.097). The subgroups with higher levels of overall
Table 2 The stepwise regression analysis models explaining the variance in the indices of adaptation to life with psoriasis
Variables B Standard error of B Beta t P
Acceptance of life with the disease (total score)
R = 0.438, R2 = 0.192, corrected R2 = 0.176, F = 21.635, P = 0.000
Constant 46.87 4.74 9.88 0.000
Gender -2.63 1.95 -0.12 -1.35 0.180
Tangible support 0.96 0.21 0.42 4.65 0.000
Depressive symptoms (BDI total score)
R = 0.479, R2 = 0.230, corrected R2 = 0.214, F = 22.154, P = 0.000
Constant 21.24 4.00 5.31 0.000
Gender 4.35 1.64 0.23 2.65 0.009
Tangible support -0.82 0.17 -0.41 -4.71 0.000
Quality of life (Skindex-29)
Total score
R = 0.438, R2 = 0.192, corrected R2 = 0.176, F = 22.363, P = 0.000
Constant 117.97 10.00 11.80 0.000
Gender 4.56 4.11 0.10 1.11 0.270
Tangible support -2.06 0.44 -0.42 -4.73 0.000
Emotions
R = 0.443, R2 = 0.197, corrected R2 = 0.181, F = 19.774, P = 0.000
Constant 39.94 3.97 10.07 0.000
Gender 3.37 1.63 0.19 2.07 0.041
Tangible support -0.77 0.17 -0.40 -4.44 0.000
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adaptation to the disease also reported higher levels of
social support. Post hoc tests showed that the most pro-
nounced differences were observed for the adapted and
maladapted subgroups, no statistical differences were
found, however, between the adapted and moderately
adapted subgroups. The most significant differences were
observed for tangible support (F = 9.13) and global sup-
port (F = 6.01).
Discussion
The objective of this study was to explore the associations
between social support and selected indices of adaptation
of the disease in patients with psoriasis. Gender differences
in these relationships were also addressed. The results of
the initial analyses showed that the women and men with
psoriasis reported similar levels of perceived social sup-
port. This finding is somewhat different from some other
studies which indicated that women tend to perceive higher
levels of social support than men [15, 51].
The findings from the correlational analysis showed that
higher levels of global perceived social support were
related to better acceptance of life with the disease in both
men and women with psoriasis. Among different dimen-
sions of social support, tangible support was found to be
most closely related to better acceptance of life with the
disease in the whole group, and this was particularly sig-
nificant for men. This strong link can be probably
accounted for by essential importance attributed to material
Fig. 1 Mean profiles of
adaptation indices for three
groups of psoriasis patients
identified in cluster analysis
(Adapted, N = 26; moderately
adapted, N = 43; maladpated,
N = 35). The total scores on
Acceptance of Life with the
Disease Scale, Beck depression
inventory and Skindex were the
basis for the discrimination of
the groups. * Higher scores
are indicative of lower quality
of life
Table 3 Mean scores, standard deviations and differences between the groups of adapted, moderately adapted and maladapted patients on
perceived social support
Social support Groups
Adapted (N = 26) Moderately adapted (N = 43) Maladapted (N = 35) ANOVA
M SD M SD M SD F P
Global support 96.85 17.26 92.19 16.65 82.37 17.15 6.01a.b 0.003
Spiritual support 19.96 3.77 18.49 4.28 17.09 4.69 3.35a 0.039
Instrumental support 18.19 4.04 17.30 3.94 15.31 4.34 4.11a.b 0.019
Informational support 19.85 3.55 19.91 3.55 17.91 3.42 3.66a.b 0.029
Tangible support 19.19 4.09 17.56 4.24 14.51 4.81 9.13a.b 0.000
Emotional support 19.65 4.3 18.93 3.61 17.54 3.91 2.39a 0.097
Statistically significant differences between the following groups
a Adapted–maladapted
b Moderately adapted–maladapted
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security by patients with psoriasis. Some studies empha-
sised a burdensome impact of psoriasis on economic
quality of life [12, 31] which may explain why tangible
support proved to be most closely related to acceptance of
life with psoriasis. Interesting gender differences were
found with respect to three dimensions of social support:
spiritual, tangible and emotional support. These social
support dimensions were clearly more closely related to
better acceptance of life with psoriasis in men than in
women. These differences may result from the fact that
men’s satisfaction with life, including the life with psori-
asis, is dependent on social acceptance, social recognition
and material status to a greater extent than that of women’s
[39]. It should be mentioned that one study found that
gender had no effect on acceptance of psoriasis [54]
although this study did not explore the impact of gender on
the relationship between social support and acceptance of
the disease.
Higher global levels of social support were also sig-
nificantly correlated with lower depressive symptoms,
although this correlation was found to be statistically
significant only in women. Therefore, social support may
be viewed as a buffer for emotional disturbances revealed
under the form of depressive symptomatology in women
with psoriasis, whereas this effect may be insignificant for
men with psoriasis. The differences within this effect
between men and women were particularly strong for
instrumental and informational support, which suggests
that women profit better from these types of support in
terms of prevention of depressive symptoms. In one
study, social support was reported to be related to lower
depression even irrespective of gender [16]. However, our
findings linking higher social support with lower depres-
sion in women whereas to a lesser degree in men are
corroborated by findings from some other studies. For
instance, gender differences were reported with respect to
anxiety in a study on the influence of social support on
adaptation to surgery. Women declaring high informa-
tional support exhibited lower anxiety levels, whereas
men showed low anxiety even when deprived of infor-
mational support [30]. We hypothesise that informational
and instrumental types of support may make women, but
not men, feel more in control of the situation, increase the
controllability of the disease as a stressor, reduce help-
lessness, which in turn diminishes the risk of development
of depressive symptoms. Similar explanations were pro-
posed for patients with major depressive disorder and
dysthymia [10].
It is of note that tangible and emotional supports were
the only social support dimensions that were significantly
related to lower depressive symptoms in men, and the same
two dimensions were important for men with respect to
better acceptance of the disease. This suggests that these
two social support dimensions correspond with two levels
of sense of security in men: tangible and emotional secu-
rity. We believe that the presence of tangible and emotional
support favours better acceptance of life with the disease
and buffers development of depressive symptoms in men.
In contrast, all types of social support buffer depressive
symptoms in women. Therefore, disturbed access to one
social support dimension may be less detrimental for
women because it may be more easily compensated by
profiting from other remaining accessible social support
dimensions. In line with our explanatory hypotheses, some
other researchers also reported that social support had a
stronger buffering effect on depressive symptoms in
females than in males [33]. Similarly, Hann et al. [23] also
reported that in a sample of cancer patients, larger social
support network was associated with less severe depression
for women but not for men.
Gender differences in the relationship between social
support and depressive symptoms implicate that social
support will be generally more effective in prevention of
depression for women than for men with psoriasis; there-
fore, psychosocial interventions for psoriasis patients
should be gender specific. It is of particular importance in
light of data from other studies that women from various
clinical populations, including psoriasis patients, generally
score higher on depression measures than men [5].
Therefore, provision of instrumental and informational
support for patients with psoriasis, especially for women,
should be taken into consideration when planning psy-
chosocial education. In contrast, men should be sensitised
on how to utilise instrumental and informational support in
order to optimise their adaptation to psoriasis.
Some studies reported that men had higher health-rela-
ted quality of life than women [17] although in our study
patients with psoriasis did not show gender differences on
the global index of quality of life. However, men did show
better quality of life than women in the domain of emo-
tions. The analysis of correlations between social support
and quality of life showed that higher global index of
support was related to higher quality of life in the total
sample and in women, but not in men. When analyzing
individual dimensions of support it was found that the
global index of quality of life was related to instrumental
and informational support in women but not in men. Global
quality of life was correlated with emotional and spiritual
support in men but not women, whereas with tangible
support both in women and men. Again, among all support
dimensions, the strongest relationship to quality of life was
observed for tangible support. It is also of note that infor-
mational support was relatively strongly related to quality
of life in women but it was entirely insignificant for quality
of life in men. Therefore, it can generally be claimed that
quality of life in patients with psoriasis is related to
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perceived social support but this relationship is also med-
iated by gender, and the protective effects of support on
quality of life are generally more noticeable in women. Our
findings differ somewhat from those reported by Gallicchio
et al. [17] who observed that health-related quality of life in
a community-based sample was correlated with social
support but this relationship was not mediated by gender.
The differences between the latter and our study can,
however, be attributed to a different type of sample (clin-
ical vs. community based) and to a different conceptuali-
zation of social support (functional vs. structural
approach).
The findings from regression analyses we conducted for
the indices of acceptance of life with the disease, depres-
sive symptoms and quality of life confirmed again the most
critical role of tangible support for all these indices of
adaptation to psoriasis. Some other studies also indicated
the importance of tangible support for adaptation to a
chronic disease. Symister and Friend [47] reported that
tangible support was an important predictor of an increase
in optimism in a sample of patients with renal failure. In
another study, tangible support together with self-efficacy
was independent predictors of mental health status in
patients with myasthenia gravis [40].
On the basis of cluster analysis, three types of patients
were identified with different levels of overall adaptation to
psoriasis: adapted, moderately adapted and maladapted. It
is of note that this classification combined the global scores
on all the applied measures of adaptation to the disease.
Therefore, this classification probably corresponds best to
overall adaptation of these patients to living with psoriasis.
When compared on the dimensions of support, these sub-
groups were found to differ significantly on all dimensions
of social support. Two observations seem particularly
interesting. First, the groups with decreasing levels of
adaptation presented systematically lowered levels of per-
ceived social support. Second, tangible support and global
support were the most strongly differentiating factors
although the most pronounced differences between the
subgroups were again found for tangible support. The
general conclusion from this part of analysis is that when
the indices of adaptation to the disease are combined, all
dimensions of support reach the significance level.
Conclusion
Certain previous studies reported that women were more
inclined than men to look for social support [21, 25, 35, 44]
and to benefit from social support when coping with stress
[11, 38]. In the light of our findings, the overall picture
seems a little more complex. We have demonstrated that
social support may exert diverse impact on different indi-
ces of adaptation to the disease and these effects are
additionally mediated by gender.
In the case of our patients with psoriasis, gender
differences in adaptation to the disease may be accoun-
ted for also by social factors influencing self-perception
and social appearance in particular. Social, psychologi-
cal, cultural and biological factors contribute to the
concept of gender, and these factors may influence ill-
ness behaviour [24, 36, 49]. Psoriasis is an illness clo-
sely related to appearance concerns, and therefore, the
buffering impact of social support on depression and
quality of life in women with psoriasis may be mediated
through a decrease in appearance concerns and increase
in feelings of social acceptance. In future, further studies
should probably pay more attention to the social context
of this disease to unravel the exact nature of the rela-
tionship between social support and adaptation to
psoriasis.
Generally, the findings from this study confirm pre-
vious results indicating that higher social support may
have beneficial effects on adaptation to life with the
disease. What is more interesting, however, our study
emphasises that the strength of these effects may be
gender related. Additionally, gender differences regarding
the impact of social support on adaptation to life with a
chronic disease, such as psoriasis, may strongly depend
on the type of selected indicator of adaptation. A
detailed analysis of the mutual relationships between
different dimensions of social support and different
indicators of adaptation to life with the disease can
reveal specific pathways through which social support
affects how well men and women adapt to their chronic
disease.
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